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ON THIS STUB AMENDED —— —
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VS 300 fa) 8. COUNTY s, STATE MO b. COUNTY admission)
[T7] {2
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wt
3z TOWN 8¢, Louls, Mo. oW ST.XICUIS Yes O No Ul
1 < ¢. FULL NAME OF (If NOT in hospital, give locatian} Inside Limits d. STREET {If cutside, giva location) Reside on Farm
E HOSPITAL OR n ADDRESS
> 2258 WTTToEt, Louis City “osp. $1 YO O 604 CHESTNUT YerO Mo O
3 . 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
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4 Walter Jacobson DEATH 9 2 &2
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7 9 13a. FATHER'S NAME 3b. MOTHER'S MAIDEN NAME 14, MAME OF HUSBAND OR WIFE
— o
L 2> 3 JOEN ANNA —
8 Z vy 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
< (Yes, no, or unknown) | [If yes, give war or dates of service)
9 w ] UNENOWN T.LOUIS CITY HOSP, 1.
g:‘ [ 18. CAUSE OF DEATH ({Enrer only one cause per line for (a), {b), and (c). INTERVAL BETWEEN
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= 2 AJﬂka CAV Cino imn & ()gé ﬁ‘c vinvy lDYe=| Nﬂ[DUnknown
g - 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Emter nature of injury in PART | or PART |l of item 18.)
3 g $E§F8Rhl\.§g? (] a a
= o .
< I | 720¢ TIME OF  Houl  Month, Day, Year
Z (3 Y
o) < o INJURY a.m.
b4 a g p-m.
Z o 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in ar about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK [ tarm, factory, street, office bldg., etc.)
5 NOT WHILE AT WORK (O
o pe [a]
S o lE é 21. | attended the decessed from__8=25—-62 to. %2262.____4"\:! last saw L‘f,:, alive on. 9-2-62
.
: ; o Desth occurred at 10' 55 m m on the date stated above, and to tha best of my knowledge, from the causes stated.
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% g w 8 i 375, SIGNATURE {Degree_or fitle) 22b. ADDRESS 22c. DATE SIGNED
> 5 W
> =B I £ . Ly s ” 1515 Lafa tte Ave. Q—2=£2
- < | =e BURIAL, CREmATION, [ 235, DATE fp - 3/ Y OF Emerinvnk CREMATORY LOCATION {Cityg own, of county) (State)
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STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

- or by Student Embalmer No.

working under my personal supervision.

>

Student Signed
Signature of Student Embalmer

Licensed Embalmer No.

- P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
- with the above constitutes grounds for revocation of license).

\H embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




